Clinical examination sh-ows liver enlarged three fingerbreadths below costal margin, hiard, irregular, not tendcler. Spleen niot enlarged. Clinical examinnation-.Abdomen: Liver enlarged three to fouir fingerbreadths below costal margin, hard, irreguLlar and not tender. Spleen not enlarged. Brian C., aged 4'/2 years, tLinderwent lumbar punctuire in JanuLarv 1945 during investigation of recent fits. Flutid, which was withdrawvn onlv after several attempts, was normal.
No further fits.
One week later admitted to hospital. T.104°F. Had been listless for three days. Temperature settled for a few davs then started to swing-child developed chicken--pox. Nine days later X-ray of spine showved narrowing of intervertebral space between L3 and L4. Narrowing increased and space L4 to L5 became affected. Four weeks later there was erosion of upper surface of fourth lumbar vertebra and sclerosis surrounded it.
After the first positive X-ray the child was put into a plaster bed in moderate extension. Penicillin was given for six davs (50,000 tinits daily) because at this time it was thought that the lesion might be a low-grade osteomyelitis. The temperature fell and the general condition improved slowly.
He was kept in a plaster bed for four months, then walked about in a plaster jacket for two months. He wvas then and is still free from symptoms. John R., a boy aged 3 years 3 months, was born at full term by difficult breech delivery requiring forceps. He was said to have had a "fractured skull" following delivery. He is an only child and the parents are well and unrelated. The father has been examined and shows a mild degree of hypertelorism, and judging by photographs, one brother and one sister of the father are more markedly affected. No familial history of mental defect.
Convulsions first occurred at the age of 6 weeks, and epileptiform attacks have continued since that time. The child has been free for two to three months at a time, but whilst he has been under observation at Guy's I-lospital (since June 1945) the fits have been frequent and entirelv uncontrolled by drugs (luminal, sodium nitrate, bromides, epanutin). He has twice been admitted to hospital and found to have frequent auricular extrasvstoles, pulsus bigeminus having been observed repeatedly. During his present admission (November 10 to 21, 1945) he has had twelve fits, each of short duration (one to one and a half minutes) and preceded by an aura. The attacks which have been observed usually start with throwing out of the left arm followed by upward deviation of the eyes, twitching of the right side of the face, and kicking or flexion of the right leg. (The mother, however, states that the left side is usually most affected.) It is doubtful if he actually loses consciousness in every attack. Recovery is very rapid, after which he complains of headache and usually wishes to pass urine. There has been no incontinence during the attack. On each occasion the pulse has been noted as being "slow and irregular", "missing beats", or pulsus bigeminus has been observed.
There has been no mental deterioration. Physical examination.-Normal physical and mental development for age. There is a faint but well-defined facial n.wvus covering the greater part of the area of distribution of the ophthalmic division of the fifth nerve on the left. There is a moderate degree of hypertelorism, and facial asymmetry, with facial hvpotrophv on the right. Eye movements normal. Discs and fundi normal. Between the attacks the limbs show normal tonus and movement; the tendon reflexes are present and equal. Plantar reflexes flexor. No ataxia or nystagmus.
The area of cardiac dullness and the heart sounds are normal, but frequent extrasystoles or continued pulsus bigeminus are usuallv present.
Mantoux test (1: 1,000) negative.
